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CASE HISTORY
A 51-year-old engineer sustained a mains electric shock (240 V, 50 cycles per second) while testing a washing machine. He felt the current travel up his left arm, across the shoulders and down the right arm. After 15±20 seconds he managed to pull his left arm free. He did not fall down and did not lose consciousness. On arrival at hospital, he was complaining of severe pain in both shoulders. Examination of the nervous system and cardiovascular system revealed nothing abnormal but he was very tender over the scapulae with restriction of shoulder movements bilaterally. X-rays revealed bilateral extra-articular fractures of the scapulae. An electrocardiogram was normal but his serum creatine kinase (CK) was raised at 313 iu/L. He was admitted for cardiac monitoring and pain relief. A computed tomographic scan of his shoulders was obtained to assess the extent of his fractures and to rule out any intraarticular extensions of the fractures (Figures 1 and 2 ). Although his CK rose to 1049, he never had cardiac symptoms and the electrocardiogram remained normal. His fractures were treated non-operatively in slings, with progressive physiotherapy and analgesia. He was discharged on day 10 and three months after the injury he was painfree and had regained a full range of movements in both shoulders.
COMMENT
Scapular fractures have been reported after seizures 3,4 and electroconvulsive therapy 5 . The usual cause of skeletal injury following electrocution is a fall resulting from the shock 6 (electrocution may cause tetany or ventricular ®brillation 7 ).
Scapular fractures as a result of electric shock without associated direct trauma are rare indeed. The usual orthopaedic injury after electric shock is a posterior fracture±dislocation of the shoulder. Very few bilateral scapular fractures following electric shock have been reported 8±10 . This unusual injury must be recognized as a possible complication of electrical injury and must be looked for clinically and radiologically if there is doubt. If scapular fractures are detected, extensions into the glenoid must be ruled out. A combination of Monteggia and Galeazzi fractures is rare; only one previous example has been reported, in a child who was managed non-operatively 1 .
CASE HISTORY
A woman aged 28 fell down a¯ight of stairs and sustained an injury to her right forearm. On examination it was swollen and deformed, with a clean puncture wound on the dorsal aspect. Her radial pulse was palpable and there was no circulatory or neurological de®cit. Radiography ( Figure  1 ) showed a segmental fracture of the midshaft of the ulna, minimally comminuted and associated with a dislocation of the radial head (Monteggia fracture). In addition, there was a fracture of the radius associated with disruption of the distal radio-ulnar joint (Galeazzi fracture). She underwent emergency surgery as follows: debridement of wound; open reduction and plating of the segmental ulnar fracture with a 10 hole 3.5 mm dynamic compression plate; open reduction of the radial head with repair of the annular ligament; closed reduction of the distal radial fracture and disrupted distal radio-ulnar joint, with K wire ®xation (Kapandji technique) of the distal radial fracture ( Figure 2) ; primary closure of all wounds. Postoperatively a plaster of paris back slab was applied and the arm was elevated with hourly testing of distal sensation and circulation. She was discharged 9 days later. The K wires were removed in the clinic 4 weeks postoperatively. 2 weeks after this the plaster cast was removed and she was referred for physiotherapy, active and passive mobilization. One year after surgery the patient works full time as a shop assistant and her only symptom of note is aching on lifting heavy objects. The range of movement is¯exion from 108 to 1408, supination 08 to 808 and pronation 08 to 908. 
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